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1. An increase applied to each individual provider’s per-diem rate equal to three-
quarter’s of one percent (.75%); and
2. An increase applied to each individual provider’s per-diem rate equal to three-

quarter of one percent (.75%) times the average weighted per-diem rate paid for all
Missouri hospitals, excluding state mental health facilities, as of June 1, 1989.

G. The inflation index will be developed by the Missouri Division of Medical Services. The
hospitals will be notified as to the amounts of each index used to calculate their Title XIX
per-diem rate.

Effective July 1, 1990, for the determination of provider’s Title XIX per-diem rates as stated in paragraph
I.A.1. during the state’s fiscal year 1991, an inflation index of one percent (1%) shall be used. This index
shall be applied in the following manner:

1. An increase applied to each individual provider’s per-diem rate equal to one-half of
one percent (.5%); and

2. An increase applied to each individual provider’s per-diem rate equal to one-half of
one percent (.5%) times the average weighted per-diem rate paid for all Missouri
hospitals, excluding state mental health facilities, as of June 1, 1990.

Effective July 1, 1990, for the determination of provider’s Title XiX per-diem rates as stated in paragraph
I.A.3. during the state’s fiscal year 1991, the following inflation indices will be applied: one percent (1%)
for fiscal year 1989; one and one-half percent (1.5%) for fiscal year 1990; and one percent (1%) for fiscal
year 1991. The method used for the application of the 1989 and 1990 indices will be the same as
described in fiscal years 1989 and 1990.

H. Should a change occur in the inflation index, these changes will be applied to subsequent
yearly prospective rates and shall not increase or decrease a hospital’s Title XIX
reimbursement rate during the current fiscal year.

l. The Title XIX per-diem rate as determined by this plan shall apply only to services
furnished to recipients whose date of admission occurs after this plan’s effective date.

State Plan TN# _ C{Q;R?; Effective Date_September 2, 1989
Supersedes TN# _ 89-03 Approval Date_t QEC l;__\,'l““_j
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Page 3c
. Definitions
A. Effective Date
1. The Plan Effective Date shall be October 1, 1981.
2. The Adjustment Effective Date shall be thirty (30) days after notification to the

hospital that their reimbursement rate has been changed unless modified by other
sections of the plan.

B. Base Year Rate

The base year rate shall be the Title XIX per-diem rate as determined by the individual
Hospital Cost Report for the third prior Hospital Fiscal Year.

C. Medicare Rate

The Medicare Rate is the rate established on the basis of allowable costs as defined by
applicable Medicare standards and principles of reimbursement (42 CFR Part 405) as
determined by the servicing fiscal intermediary based on yearly Hospital Cost Reports.

State Plan TN# 90*3*-'3_ Effective Date_September 2, 1989
Supersedes TN# _ 89-03 Approval Date_” DEC_1 & 2009



APPENDIX

Findings, Assurances, Related Information

Findings and Assurances

In conformity with the Title 42 CFR Section 447.253 (a) and

(b), the Department of Social Services/Division of Medical
Services (DSS/DMS) makes the following findings and assurances:

0

Inpatient hospital facility rates of payment have. been
found to be reasonable and adequate to meet the costs that
must be incurred by efficiently and economically operated
providers to provide services in conformity with applicable
State and Federal laws, regulations, and quality and safety
standards.

The methods and standards used to determine payment rates
take into account the situation of hospitals which serve a
disproportionate number of low income-patients with special
needs.

The methods and standards used to determine payment rates
provide that reimbursement of hospital patients receiving
services at an inappropriate level of care under conditions
similar to those described in section 1861(v)(1)(G) of the
Act will be made at lower rates, reflecting the level of
care actually received, in a manner consistent with section
1861(v)(1)(G).

The payment rates are adequate to assure that recipients
have reasonable access, taking into account geographic
location and reasonable travel time, to inpatient hospital
services of adequate quality.

The estimated weighted average proposed payment rate is
reasonably expected to pay no more in the aggregate for
inpatient hospital services than the amount that the agency
reasonably estimates would be paid for the services under
the Medicare principles of reimbursement.

The estimated weighted average proposed payment rate is
reasonably expected to pay no more in the aggregate for
inpatient hospital services to state-operated facilities
than the amount that the agency reasonably estimates would
be paid for the services under the Medicare principles of
reimbursement.
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o The payment methodology used by the State for payments to
hospitals for medical assistance beginning July 1, 1989,
can reasonably be expected not to increase payments solely
as a result of a change of ownership in excess of the
increase which would result from application of 42 U.S.C.
1861(v)(1)(0) of the Social Security Act for all changes of
ownership which occur on or after July 18, 1984, except for
those changes made pursuant to an enforceable agreement
executed prior to that date.

o DSS/DMS provides hospitals with an appeals or exception
procedure that allows individual providers an opportunity
to submit additional evidence and receive prompt
administrative review of payment rates with respect to such
issues as DSS/DMS determines appropriate.

o DSS/DMS requires the filing of uniform cost reports by each
participating provider. N

o DSS/DMS provides for periodic audits of the financial and
statistical records of participating providers.

o DSS/DMS published prior notice of said change in the
Missouri Register.

o] DSS/DMS pays for inpatient hospital services using rates
determined in accordance with methods and standards
specified in the approved State Plan.

Related Information

In conformity with Title 42 CFR Section 447.255, DSS/DMS is
submitting with the findings and assurances the following
related information:

o The estimated weighted average proposed payment rate for
inpatient hospital care for in-state facilities, including
disproportionate share providers and excluding state mental
health facilities, out-of-state and federally operated
in-state hospitals, is $406.87 per day. This is an
increase of 1.5% over the average weighted payment rate for
the preceding rate period.

o The proposed payment rate for inpatient hospital care
provided by out-of-state and in-state federally operated
hospitals is $345.13 per day, an increase of 1.10%.

o DSS/DMS does not anticipate that the change in the
estimated weighted average rate will impact the
availability of services, type of care furnished, or the
extent of provider participation on a statewide or
geographic area basis either in the short - or long-term.
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Those hospitals which meet the definition of a
disproportionate share provider as set forth in the
approved State Plan, will receive a rate adjustment. Based
on additional information relating to Title XIX utilization
and costs submitted by these providers, rate increases are
granted which facilitate reimbursement of a greater
percentage of Title XIX costs than that allowed
non-disproportionate share providers.

Section V.F.3.(d), page 12, of the State's Inpatient
Hospital Reimbursement Plan provides that a change in
ownership/management of a hospital is not subject to review
for rate reconsideration. Under the State's current
methodology, hospital payment rates do not increase as a
result of a change in ownership.
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